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ABSTRACT

Recently developed ketone (monoester or salt) supplements acutely elevate blood β-hydroxybutyrate (BHB) exogenously without prolonged
periods of fasting or carbohydrate restriction. Previous (small-scale) studies have found a blood glucose-lowering effect of exogenous ketones.
This study aimed to systematically review available evidence and conduct meta-analyses of studies reporting on exogenous ketones and blood
glucose. We searched 6 electronic databases on 13 December 2021 for randomized and nonrandomized trials of any length that reported on the use
of exogenous ketones. We calculated raw mean differences (MDs) in blood BHB and glucose in 2 main analyses: 1) after compared with before acute
ingestion of exogenous ketones and 2) following acute ingestion of exogenous ketones compared with a comparator supplement. We pooled effect
sizes using random-effects models and performed prespecified subgroup analyses to examine the effect of potential explanatory factors, including
study population, exercise, blood BHB, and supplement type, dosing, and timing. Risk of bias was examined using Cochrane’s risk-of-bias tools.
Studies that could not be meta-analyzed were summarized narratively. Forty-three trials including 586 participants are summarized in this review.
Following ingestion, exogenous ketones increased blood BHB (MD = 1.73 mM; 95% CI: 1.26, 2.21 mM; P < 0.001) and decreased mean blood glucose
(MD = –0.54 mM; 95% CI: –0.68, –0.40 mM; P < 0.001). Similarly, when compared with placebo, blood BHB increased (MD = 1.98 mM; 95% CI: 1.52,
2.45 mM; P < 0.001) and blood glucose decreased (MD = –0.47 mM; 95% CI: –0.57, –0.36 mM; P < 0.001). Across both analyses, significantly greater
effects were seen with ketone monoesters compared with salts (P < 0.001). The available evidence indicates that acute ingestion of exogenous
ketones leads to increased blood BHB and decreased blood glucose. Limited evidence on prolonged ketone supplementation was found. Adv Nutr
2022;13:1697–1714.

Statement of Significance: This is the first systematic evaluation of the effects of exogenous ketones on blood glucose, showing 1) elevated
blood β-hydroxybutyrate and 2) decreased blood glucose following ingestion of oral ketone (monoester and salt) supplements.

Keywords: β-hydroxybutyrate, blood glucose, exercise, glycemia, heart failure, ketosis, meta-analysis, prediabetes, systematic review, type 2
diabetes

Introduction
Low-carbohydrate and very-low-carbohydrate, high-fat ke-
togenic diets have regained popularity and are increasingly
used for weight loss and metabolic health (1). Recently,
ketogenic diets have been purported to improve glycemic
control, particularly in individuals with type 2 diabetes (T2D)
(2). Periods of carbohydrate restriction during such dietary
interventions result in ketone bodies [acetoacetate, acetone,
β-hydroxybutyrate (BHB)] being produced by the liver.
These ketone bodies can also serve as signaling molecules (3).
BHB, the most abundant ketone body found in circulation, is

known to modulate various aspects of metabolism, including
glucose metabolism (3).

Recently, exogenous BHB supplements in the form of
orally administered ketone salts or ketone monoesters have
been developed that allow for an acute increase in blood
BHB without prolonged periods of fasting or adoption
of a ketogenic diet (4). Emerging research suggesting an
acute glucose-lowering effect following ingestion of exoge-
nous BHB-containing supplements has resulted in interest
around the therapeutic potential in individuals with impaired
glucose metabolism, including individuals with prediabetes
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or type 2 diabetes (T2D) (5). However, despite numerous
reports of lowered blood glucose following exogenous ketone
ingestion in the literature, substantial heterogeneity in
various aspects of study design (e.g., acute ingestion vs.
prolonged supplementation, metabolic state of participants,
type of supplement) makes interpretation of the findings
challenging. A systematic appraisal of the literature on the
effects of exogenous BHB supplementation in the form
of ketone salts and ketone monoesters on measures of
glycemia is therefore of considerable interest. Our purpose
was to amalgamate the available evidence by performing
a systematic review and meta-analysis on the impact of
exogenous BHB supplementation on blood glucose in order
to offer insight into potential application in hyperglycemia-
related diseases.

Methods
Search strategy and selection criteria
We performed a systematic review and meta-analysis in
accordance with recognized reporting guidelines (6). The
review protocol was preregistered on PROSPERO (7). We
included single-arm, parallel, and crossover randomized
and nonrandomized clinical trials of any duration that
reported on the use of an exogenous ketone (monoester
or salt) supplement and assessed blood glucose. Eligible
trials included those providing the supplement acutely (i.e.,
a single experimental session in a controlled setting) or
for a prolonged period of time (i.e., for >1 d under free-
living conditions). For consistent wording throughout the
manuscript, the term “intervention” is used for the study arm
providing the exogenous ketone supplement and, conversely,
the term “comparator” is used for the study arm providing a
control or placebo comparator supplement.

We prespecified a priori that only trials using BHB-
containing supplements (in the form of ketone salts or
ketone monoesters) would be eligible for inclusion in
this review. This inclusion criterion was agreed upon in
order to distinguish between exogenous ketones and other
supplements that may act to raise blood BHB (e.g., medium-
chain triglyceride [MCT] oil, ketogenic nutrition drinks). In
particular, we use the term “ketone monoester” throughout
the manuscript to refer to the (R)-3-hydroxybutyl (R)-3-
hydroxybutyrate (i.e., butanediol/R-BHB monoester) ketone
monoester.

If applicable, the comparator arm had to be a supplement
not containing carbohydrates of any form (e.g., water with
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bitter agents and flavoring, long-chain fatty acids) to be
included in the analyses. If no comparator arm was present
or the comparator contained carbohydrates (which would
independently raise blood glucose), the study was treated as a
single-arm study in our analyses. The ketone supplement had
to be delivered in the form of a ketone monoester or a ketone
salt without additional active ingredients (e.g., caffeine,
medium-chain triglycerides) or carbohydrates (e.g., mixed
in a milkshake) unless the amount of carbohydrates was
matched (i.e., a difference of ≤5 g carbohydrates) between
intervention and comparator arms (e.g., as part of a sports
drink during exercise, during an oral-glucose-tolerance test).
Participants of eligible trials were adults (≥18 y without an
upper age limit) of any sex and any intervention population
(i.e., both healthy and individuals with medical conditions).

A search was performed to identify eligible trials examin-
ing the effect of exogenous ketone supplementation on blood
glucose. Embase OVID, Web of Science, Cochrane Central
Register of Controlled Trials (CENTRAL), International
Clinical Trials Registry (ISRCTN), ClinicalTrials.gov, and
Cochrane Database of Systematic Reviews (CDSR) were
searched. Identified reviews and included studies were manu-
ally hand-searched for relevant references. The searches were
limited to studies published in English. Searches were re-
run by the first author prior to the final analysis on 13 De-
cember 2021. The search strategy is shown in Supplemental
Table 1.

Reviewers identified eligible studies by screening titles
and abstracts and, when required, full texts of articles. Two
reviewers screened titles and abstracts and independently
applied eligibility criteria, and selected studies for inclusion.
Articles were rejected on initial screen when the authors
could clearly determine that the article did not include
ingestion of exogenous ketones, the study was not conducted
in humans, the trial involved individuals less than 18 y old, or
the exogenous ketone supplement contained carbohydrates
that were not matched between the intervention and com-
parator arms. Reviewers used the Covidence platform (8)
for screening and were blinded to each other’s decisions
throughout the process. In case of disagreement, the 2
reviewers jointly resolved the case by discussion.

Data collection
Two reviewers independently assessed risk of bias. We
used the Cochrane Risk-of-Bias (RoB 2) tool to assess
the randomization process, deviations from the intended
interventions, missing outcome data, measurement of the
outcome, and selection of the reported results separately
for parallel and crossover randomized trials (9). We used
the Cochrane ROBINS-I tool to assess risk of bias in
nonrandomized trials (10).

Data were extracted by 1 reviewer and confirmed by
a second reviewer. Study design [country of investigation;
number of participants; duration and details of interven-
tion, including details of nutritional and/or exercise in-
tervention(s), if applicable] and type and dosing strategy
of ketone supplement and comparator, if applicable, were
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extracted alongside participant demographics (age, sex, body
weight, maximal oxygen consumption (VO2max), BMI,
glycated hemoglobin (HbA1c), fasting glucose, participant
population). Data on blood glucose and potential effect
modifiers, including blood BHB and insulin concentrations,
were extracted for all available time points. Time points
were defined relative to supplement ingestion (i.e., time
of supplement consumption was considered “minute 0”).
Data on adherence, dropout rates, and adverse events were
collected as available.

Based on availability, we collected end data with a measure
of variance (i.e., SD, SEM, or CI). In case an SD of 0
was reported (applicable only for blood BHB values of the
comparator arm), we imputed a value of 0.01 because meta-
analytic models do not assign any weight to effect sizes
with nonpositive SDs. If values were reported as below
the detection limit (similarly applicable only for 1 study
reporting blood BHB values of the comparator arm), we
imputed the value as the limit of detection divided by the
square root of 2 (11).

If data were missing and it was not possible to calculate
them from the reported data, study investigators were
contacted for unreported data. If multiple attempts to contact
study investigators failed (or for studies found while updating
the search before final data analysis) and data were presented
in graphical form in the manuscript, required values were
extracted using online graph reading software (12). If data
were still missing, studies were excluded.

Data analyses
All data analyses were performed in RStudio (version 3.6.1;
R Foundation for Statistical Computing) (13, 14) with the
packages meta (15), metafor (16), dmetar (17), esc (18),
and netmeta (19). Analyses were performed according to
our preregistered protocol (7) with 1 deviation: for better
(clinical) interpretability of effect estimates, we used raw
mean differences [MDs; as opposed to the originally specified
standardized mean differences (SMDs)] as our effect measure
of choice. This decision was made after collecting the full
data set and prior to performing the presented analyses,
as it was possible to obtain the underlying data in the
same unit across all studies, except for insulin, for which
analyses are presented using SMDs estimated using Hedges’
g. To calculate SEs of within-group (i.e., after compared with
before consumption of the exogenous ketone supplement)
MDs, we estimated the correlation between repeated mea-
sures at 0.8 based on observations from our own previous
research and available individual participant data provided
upon request by study authors. Additionally, we performed
sensitivity analyses using correlation values of 0.5 and 0.9
to explore the robustness of the pooled estimate. Using a
generic inverse-variance pooling method, we pooled effect
sizes with a random-effects model using the Sidik-Jonkman
τ 2 estimator for between-study variance and the Hartung-
Knapp adjustment (20). We calculated 95% CIs and pre-
diction intervals, and assessed between-study heterogeneity
with the I2 statistic (21) and Cochran’s Q test (22). Statistical

significance was set at P < 0.05. For exploratory purposes,
we identified studies as statistical outliers when their CI did
not overlap with the CI of the pooled effect, and assessed the
effect of individual studies with an influence analysis using
the leave-one-out method. Additionally, we assessed the
effect-size heterogeneity pattern via Graphic Display of Study
Heterogeneity (GOSH) plots (23). We explored potential
publication bias visually via contour-enhanced funnel plots
(24) as well as quantitatively via Egger’s test of the intercept
(25).

Because some studies contributed multiple effect sizes
(e.g., by measuring multiple outcomes or having multiple
eligible comparisons), we explored whether fitting a 3-level
meta-analytic model would better represent the variability
in our data to account for this dependency between effect
sizes. Nesting individual effect sizes yielded very similar
pooled effect estimates and did not provide a better fit
compared with the 2-level model with level 3 heterogeneity
constrained to zero. We therefore opted to perform all main
and additional exploratory analyses using a conventional 2-
level meta-analytic model.

If a study included multiple outcomes of interest, we
included these as separate comparisons in the model and
divided the number of participants in the groups evenly
between the 2 study comparisons to avoid a unit-of-analysis
error [(26) Chapter 23: “Including Variants on Randomized
Trials”]. Similarly, if a study included a shared comparator
arm (e.g., comparing a high dose of exogenous ketones
with a low dose of exogenous ketones with placebo), we
included all relevant comparisons (e.g., comparing a high
dose of exogenous ketones with placebo and comparing a
low dose of exogenous ketones with placebo) and divided
the number of participants in the comparator group evenly
between the 2 study comparisons. For crossover (paired)
data, end-of-treatment values for each crossover period
were analyzed as independent samples. If a study included
multiple subsequent doses of exogenous ketone ingestion
(e.g., at baseline and 30 min into an exercise protocol),
we derived our outcome values based on all time points
following the first dose, unless otherwise indicated.

We conducted 2 overall analyses on the effects of acute
exogenous ketone consumption: a within-group analysis
presented in the first part of the manuscript comparing
(fasted) blood glucose after exogenous ketone ingestion with
blood glucose before consumption of the ketone supplement
but prior to the onset of exercise or ingestion of nutrients
(e.g., initiation of an oral-glucose-tolerance test) and a
between-condition analysis presented in the second part of
the manuscript comparing blood glucose after ingestion of
exogenous ketones with blood glucose after consumption
of an appropriate (i.e., matched for carbohydrate content,
if applicable) comparator (including during exercise and
ingestion of nutrients via, e.g., an oral-glucose-tolerance test,
if matched appropriately between arms). The combination
of both within-group and between-condition analyses was
prespecified and decided on in order to increase the
robustness of presented findings by allowing the maximal
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number of studies (and therefore amount of data) across
a variety of study designs to be included in this review,
thereby presenting a comprehensive overview of the available
literature.

Because of the multiple different study designs that
assessed blood glucose at various time points and for various
durations following supplement consumption, we averaged
blood glucose values across the entire duration that blood
glucose was assessed after consumption of the supplement for
these 2 main analyses by pooling means and SDs according
to Cochrane guidelines for combining groups [(26) Chapter
6: “Choosing Effect Measures and Computing Estimates of
Effect”], as prespecified in our protocol. Outcome values for
blood BHB and insulin were derived analogously. Because
only aggregate (i.e., mean and corresponding SD) data were
available, this pooling of means and SDs across time assumes
independence of repeated measures and thereby potentially
overestimates the pooled variance. As a second approach to
amalgamating the data, we furthermore conducted meta-
analyses on the time point with the greatest increase in
BHB and the greatest decrease in blood glucose (i.e., the
largest deviation compared with the baseline time point for
within-group analyses or compared with the comparator for
between-group analyses as opposed to pooled means across
the postsupplementation period). This analysis was not
preregistered but performed following suggestion in the peer
review process. Both within-group and between-condition
effect estimates for blood BHB and blood glucose with both
approaches (i.e., pooled means across postsupplementation
period and time point with largest deviation) are presented
in Table 2 as an overview of the conducted analyses.
Based on limited data available, studies of prolonged ketone
supplementation are included as a separate narrative section
in the review.

For the main analyses, we performed prespecified sub-
group analyses investigating differences in effect estimates
with regard to the type of supplement (ketone monoester
or ketone salts), the population characteristics (i.e., par-
ticipants at a healthy body weight, with overweight or
obesity, with prediabetes, with T2D, with heart failure),
the outcome (i.e., fasted or nonfasted blood glucose fol-
lowing acute supplement consumption, glucose during a
mixed meal, or oral-glucose-tolerance test following acute
supplement consumption), and whether exercise was part
of the study design. We performed prespecified meta-
regression analysis with a random-effects model to examine
the effect of potential continuous explanatory factors (e.g.,
ketone dosage). The robustness of our evaluated associ-
ations was further determined by a permutation test in
which the observed test statistic was compared with the
sampling distribution obtained through rearranging the
dataset.

We separately explored the effects of ketone ingestion
on BHB and insulin as potential moderating variables of
interest. Furthermore, we performed 1 exploratory analysis
that was not preregistered but deemed of interest upon
examining the type of data available: a time-based analysis

of the found effect of exogenous ketone ingestion on blood
glucose (i.e., a subgroup analysis based on the duration
that blood glucose was assessed for and sensitivity analyses
evaluating the pooled effect estimate at specific time points
after supplement consumption).

Results
Search results
Figure 1 shows the flow diagram for the search and inclusion
of studies: We assessed 16,094 titles and abstracts, which
de-duplicated to 13,158 abstracts. Of these, 73 abstracts
were considered potentially relevant for this review, and
71 were retrieved as full text. Of these, 34 full texts (not
including trial registrations or conference abstracts) were
excluded (Supplemental Table 2). Thirty-seven articles from
the search, along with 6 articles identified via other methods,
met the inclusion criteria and were ultimately considered
relevant for this review.

Included studies
We included 43 trials comprising 36 randomized and 22
nonrandomized comparisons (because a single trial can
contribute multiple study comparisons if, e.g., different
dosages or types of ketone supplements are used) in this
review, which resulted in a total of 58 study comparisons
(Table 1). Of the randomized comparisons, 33 were con-
ducted acutely (i.e., acute ingestion of exogenous ketones
during a single experimental session in a controlled setting)
and 3 chronically (i.e., supplementation for >1 d) compared
to 20 and 2 of the nonrandomized comparisons, respectively.
The publication date of included trials ranged from 2016 to
2021, with a total of 586 participants. Fifty-one comparisons
were conducted with participants at a healthy weight, 3 with
participants with overweight or obesity, 2 with participants
with prediabetes, 1 with participants with T2D, and 1 with
participants with heart failure. Forty-one comparisons used
a ketone monoester and 17 used a ketone salt. Twenty-
eight comparisons included an exercise intervention, 3
used an oral-glucose-tolerance test, and 1 a mixed-meal
tolerance test. Supplemental Tables 3 and 4 provide further
details on study designs and outcomes; Supplemental Table
5 provides an overview of potential conflicts of interest
in conducted studies. Of the 58 comparisons, 39 were
eligible for a within-group analysis (i.e., reported blood
glucose values after compared with before consumption of
exogenous ketones without concomitant exercise or nutrient
ingestion), 33 comparisons were eligible for a between-
condition analysis (i.e., reported blood glucose values after
exogenous ketone supplement consumption compared with
an eligible comparator), and 18 comparisons were eligible for
both analyses.

Risk of bias in included studies
The risk of bias of included studies is presented in Supple-
mental Tables 6 and 7. Six studies were identified as having
an overall low risk of bias, while there was some concern for
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FIGURE 1 PRISMA flow chart detailing the literature search and study selection process. Six electronic databases were searched for
eligible studies. A total of 13,158 records were screened, of which 71 were collected in full text. Of these, 34 were excluded and 37 studies
were considered eligible along with 6 additional studies identified through citation searching and correspondence with authors. A total of
43 studies were included in this review. CDSR, Cochrane Database of Systematic Reviews; Central, Cochrane Central Register of Controlled
Trials; ISRCTN, International Standard Randomized Controlled Trial Numbers; PRISMA, Preferred Reporting Items for Systematic reviews and
Meta-Analyses; WoS, Web of Science.

risk of bias for the remaining 37 studies. No study was judged
to be at high risk of bias.

Effect of acute exogenous ketone ingestion on blood
glucose
Within-group effects of acute exogenous ketone ingestion.

Effects of acute exogenous ketone ingestion on BHB. We
first explored the effect of exogenous ketone ingestion on
blood BHB. Pooling effect sizes from all 33 comparisons
reporting fasted BHB after compared with before consump-
tion of exogenous ketones (i.e., a within-group comparison)
yielded a pooled effect estimate of MD = 1.73 mM (95%
CI: 1.26, 2.21 mM; P < 0.001) with very high heterogeneity
(Cochran’s Q = 3349.44, I2 = 99.0%, P < 0.001) (Figure 2A).
Separately exploring the pooled effect estimate for ketone
monoesters (MD = 2.57 mM; 95% CI: 2.06, 3.08 mM;
P < 0.001) and ketone salts (MD = 0.50 mM; 95% CI:
0.33, 0.67 mM; P < 0.001) showed a significantly greater
effect estimate for ketone monoesters (χ1

2 = 64.82, P
< 0.001), indicating greater BHB after consumption of a
ketone monoester compared with a ketone salt (Table 2).
Pooled effect sizes across time points with the greatest
deviation from baseline (i.e., greatest increase in BHB) are

shown in Table 2 and Supplemental Figure 1A. Pooled effect
estimates for individual time points (i.e., 15, 30, 60, 90,120,
180, and 240 min following supplement consumption)
are presented in Supplemental Table 8 (separately for
ketone monoesters and ketone salts); in case of studies
that included repeated ingestion of exogenous ketones
(i.e., multiple doses within the same study protocol), we
included only data up until the second dose to ensure the
validity of the time-based analyses. Statistical heterogeneity
remained high at all time points and in both subgroups.
Pooled effect estimates over time are visually summarized in
Figure 3A.

Effects of acute exogenous ketone ingestion on blood glucose.
We pooled effect sizes from all 33 comparisons reporting on
fasted blood glucose after compared with before exogenous
ketone ingestion, which resulted in a pooled effect estimate
of MD = –0.54 mM (95% CI: –0.68, –0.40 mM; P < 0.001),
suggesting an acute decrease in blood glucose following
ingestion of the ketone supplement (Figure 2B). Statistical
heterogeneity was high (Cochran’s Q = 528.98, I2 = 94.0%)
and statistically significant (P < 0.001). For exploratory
purposes, we therefore removed the identified 10 statistical
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FIGURE 2 Forest plot of comparisons quantifying the effect of exogenous ketone ingestion on average fasted (A) blood
β-hydroxybutyrate and (B) blood glucose in a within-group analysis (i.e., after compared with before consumption of exogenous ketones).
Effect sizes (raw MDs, mM) were pooled using a generic inverse-variance pooling method with a random-effects model using the
Sidik-Jonkmann τ 2 estimator for between-study variance and the Hartung-Knapp adjustment. Significant effects of (A) MD = 1.73 mM
(95% CI: 1.26, 2.21 mM; P < 0.001) and (B) MD = –0.54 mM (95% CI: –0.68, –0.40 mM; P < 0.001) were found, indicating that ingestion of
exogenous ketones acutely (A) raises blood β-hydroxybutyrate and (B) lowers blood glucose when compared with baseline values. Each
square visually represents the weight of the study centered around the study effect size with the corresponding horizontal line showing
the study CI. MD, mean difference; monoester, (R)-3-hydroxybutyl (R)-3-hydroxybutyrate ketone monoester.

outliers and overly influential studies; the pooled effect
estimate of the remaining comparisons changed minimally
to MD = –0.55 mM (95% CI: –0.65, –0.46 mM; P < 0.001)
with reduced (Cochran’s Q = 101.88, I2 = 78.4%) but still
statistically significant heterogeneity (P < 0.001). Sensitivity

analyses using different values for the estimated repeated-
measures correlation did not affect the pooled effect estimate
(Supplemental Figure 2).

An additional 7 comparisons were available that were
conducted in a nonfasted (i.e., postprandial) state. Pooling

TABLE 2 Overview of the main analyses included in this review1

Within-group Between-condition

Analysis of… Mean difference (95% CI) P I2 (95% CI) Mean difference (95% CI) P I2 (95% CI)

Mean across time
Blood BHB

• Combined 1.73 mM (1.26, 2.21 mM) < 0.001 99% (99%, 99%) 1.98 mM (1.52, 2.45 mM) < 0.001 98% (98%, 98%)
• Ketone salt 0.50 mM (0.33, 0.67 mM) < 0.001 96% (95%, 97%) 0.48 mM (0.15, 0.81 mM) < 0.01 88% (81%, 93%)
• Ketone monoester 2.57 mM (2.06, 3.08 mM) < 0.001 98% (98%, 98%) 2.65 mM (2.23, 3.06 mM) < 0.001 95% (93%, 96%)

Blood glucose
• Combined –0.54 mM (–0.68, –0.40 mM) < 0.001 94% (92%, 95%) –0.47 mM (–0.57, –0.36 mM) < 0.001 0% (0%, 35%)
• Ketone salt –0.23 mM (–0.37, –0.09 mM) < 0.01 83% (73%, 90%) –0.24 mM (–0.37, –0.10 mM) < 0.01 0% (0%, 20%)
• Ketone monoester –0.76 mM (–0.92, –0.61 mM) < 0.001 93% (91%, 95%) –0.61 mM (–0.72, –0.51 mM) < 0.001 0% (0%, 9%)

Largest difference
Blood BHB

• Combined 2.05 mM (1.52, 2.58 mM) < 0.001 99% (99%, 99%) 2.54 mM (2.01, 3.07 mM) < 0.001 99% (99%, 99%)
• Ketone salt 0.63 mM (0.46, 0.81 mM) < 0.001 97% (96%, 98%) 0.73 mM (0.23, 1.23 mM) < 0.01 99% (99%, 99%)
• Ketone monoester 2.97 mM (2.42, 3.52 mM) < 0.001 98% (98%, 99%) 3.33 mM (2.92, 3.73 mM) < 0.001 97% (97%, 98%)

Blood glucose
• Combined –0.69 mM (–0.86, –0.52 mM) < 0.001 97% (96%, 97%) –0.70 mM (–0.83, –0.58 mM) < 0.001 22% (0%, 50%)
• Ketone salt –0.35 mM (–0.51, –0.20 mM) < 0.001 93% (89%, 95%) –0.41 mM (–0.55, –0.27 mM) < 0.001 0% (0%, 38%)
• Ketone monoester –0.93 mM (–1.14, –0.73 mM) < 0.001 97% (96%, 97%) –0.85 mM (–0.97, –0.73 mM) < 0.001 0% (0%, 37%)

1BHB, β-hydroxybutyrate.
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FIGURE 3 Pooled effect estimates and 95% CIs of comparisons
reporting on (A) fasted blood BHB and (B) fasted blood glucose
after compared with before consumption of an exogenous ketone
(monoester, circle; salt, triangle) supplement. Effect sizes (raw mean
differences, mM) were pooled separately at each time point using a
generic inverse-variance pooling method with a random-effects
model using the Sidik-Jonkmann τ 2 estimator for between-study
variance and the Hartung-Knapp adjustment. See Supplemental
Table 8 for more details. BHB, β-hydroxybutyrate; monoester,
(R)-3-hydroxybutyl (R)-3-hydroxybutyrate ketone monoester.

effect sizes from all (i.e., fasted and nonfasted) comparisons
resulted in a slightly greater pooled effect estimate of MD =
–0.60 mM (95% CI: –0.75, –0.46 mM; P < 0.001). However,
because the greater expected decrease in blood glucose in a
postprandial (as compared with a fasted) state confounds the
effect of exogenous ketones on blood glucose, all following
(subgroup and exploratory) within-group analyses were
conducted with all comparisons that assessed glucose in a
fasted state only.

Similar to the analysis on BHB above, pooled effect
estimates at the individual time points after supplement
consumption are presented in Supplemental Table 8 (sep-
arately for ketone monoesters and ketone salts) and visu-
ally summarized in Figure 3B. Pooled effect estimates of
the largest deviation from baseline (i.e., greatest decrease
in glucose) are presented in Table 2 and Supplemental
Figure 1B.

To assess potential publication bias, we visually inspected
a contour-enhanced funnel plot (Supplemental Figure 3),
which reflected the high degree of heterogeneity but did not
show evidence of any asymmetry that would be suggestive of
an existing small-study bias. This was corroborated by Egger’s
regression test (β = 0.15; 95% CI: –3.26, 3.56; t = 0.085,
P = 0.93).

Moderating factors of the acute effect of exogenous ketones
on blood glucose. To further investigate sources of the
observed heterogeneity, we performed prespecified subgroup
analyses evaluating the effect estimate of studies using ketone
monoesters (MD = –0.76 mM; 95% CI: –0.92, –0.61 mM;
P < 0.001) compared with those using ketone salts (MD
= –0.23 mM; 95% CI: –0.37, –0.09 mM; P < 0.01), which
showed a significantly stronger glucose-lowering effect of
ketone monoesters (χ1

2 = 30.11, P < 0.001) (Table 2).
However, heterogeneity was high across both subgroups,
suggesting the existence of other moderating factors. Neither
population characteristics (Supplemental Figure 4A) nor
the duration of time that blood glucose was assessed for
(and therefore averaged across) following consumption of
the ketone supplement (Supplemental Figure 4B) resulted
in statistically significant differences between subgroups or
explained the high degree of heterogeneity.

Interactive effects of supplement dosage, blood glucose,
blood BHB, and blood insulin. To investigate whether supple-
ment dosage (calculated as the amount of “active ingredient”
in each supplement per kilogram of body weight) would
moderate the found effect of exogenous ketones on blood
glucose after supplement ingestion (compared with before
consumption of the supplement), we performed a meta-
regression (separately for studies using ketone monoesters
and ketone salts) that included all comparisons which pro-
vided the ketone supplement at a relative dose (i.e., relative
to participants’ body weight). BHB dosage did not signifi-
cantly moderate the effect on average glucose pooled across
the postsupplementation period, irrespective of whether a
ketone monoester (P = 0.96) or a ketone salt (P = 0.40)
was used. These findings remained unchanged when only
comparisons with healthy individuals were included, when
regressing at 1 specific time point (i.e., 30 or 60 min after
supplement consumption), and when comparisons using
ketone monoesters and ketone salts were evaluated together.
Similarly, no difference was found between a low [i.e., below
the mean supplement dose used across comparisons of
431 mg · (kg body weight)–1)] and a high dose of BHB
in a categorical subgroup analysis, regardless of whether
ketone monoesters and ketone salts were evaluated jointly or
separately; and no difference was found when evaluating the
effect of supplement dosage on the largest decrease in glucose
(as opposed to mean glucose over time).

To supplement these findings, we further explored
whether supplement dosage moderated the effect of exoge-
nous ketone ingestion on average blood BHB across time
and peak BHB. The regression indicated that monoester

Exogenous ketones and blood glucose 1707



FIGURE 4 Forest plot of comparisons quantifying the effect of exogenous ketone ingestion on (A) blood β-hydroxybutyrate and (B)
blood glucose in a between-condition analysis (i.e., compared with consumption of a comparator supplement). Effect sizes (raw MDs,
mM) were pooled using a generic inverse-variance pooling method with a random-effects model using the Sidik-Jonkmann τ 2 estimator
for between-study variance and the Hartung-Knapp adjustment. Significant effects of (A) MD = 1.98 mM (95% CI: 1.52, 2.45 mM; P
< 0.001) and (B) MD = –0.47 mM (95% CI: –0.57, –0.36 mM; P < 0.001) were found, indicating that ingestion of exogenous ketones acutely
(A) raises blood β-hydroxybutyrate and (B) lowers blood glucose when compared with ingestion of a comparator supplement. Each
square visually represents the weight of the study centered around the study effect size with the corresponding horizontal line showing
the study CI. MD, mean difference; monoester, (R)-3-hydroxybutyl (R)-3-hydroxybutyrate ketone monoester.

supplement dosage was a statistically significant moderator
of the effect on average blood BHB (P < 0.001) as well as
peak BHB (P < 0.01), suggesting higher average (0.57 mM;
95% CI: 0.31, 0.82 mM) and peak (0.53 mM; 95% CI: 0.21,
0.84 mM) BHB values with higher supplement dosages. In
contrast, ketone salt dosage showed no statistically significant
relation to BHB values. Because only aggregate study-level
data were available for most of the included studies, we were
not able to further evaluate whether achieved blood BHB
concentrations may have mediated the effect of exogenous
ketone ingestion on blood glucose; however, the difference in
average blood BHB (pooled across the postsupplementation
period compared with before consumption of the exogenous
ketone supplement) was a significant moderator of the effect
on average glucose (P < 0.001) (Supplemental Figure 5A),
as was peak BHB (P < 0.001) (Supplemental Figure 5B),
suggesting higher blood BHB concentrations to be associated
with lower blood glucose. Similar, yet slightly weaker,
relations were found when evaluating the moderating effect
of average (Supplemental Figure 5C) and peak (Supplemental
Figure 5D) BHB on the largest decrease in glucose (as
opposed to average glucose across time).

Fasting glucose significantly moderated the effect of
exogenous ketones on average blood glucose (P = 0.02)
(Supplemental Figure 6A) and greatest decrease in blood
glucose (P = 0.03) (Supplemental Figure 6B), but not
on average (P = 0.99; Supplemental Figure 6C) or peak
(P = 0.69; Supplemental Figure 6D) blood BHB on a study
level.

Similarly, it was not possible, using the aggregate data
available, to evaluate whether exogenous ketones may
have exerted the observed glucose-lowering effect through
increasing insulin; however, pooling the effect sizes of 14
comparisons (conducted in a fasted state) reporting on
insulin after compared with before ingestion of exogenous
ketones yielded an overall effect estimate of SMD = 0.40 (95%
CI: 0.18, 0.63; P < 0.01), suggesting an increase in insulin
following exogenous ketone consumption (Supplemental
Figure 7). Heterogeneity was high and statistically significant
(Cochran’s Q = 47.73, I2 = 72.8%, P < 0.001), and no
statistically significant difference was found when studies
using ketone monoesters (SMD = 0.32; 95% CI: 0.09, 0.54;
P = 0.01) and ketone salts (SMD = 0.65; 95% CI: –0.20, 1.50;
P = 0.09) were evaluated separately (χ1

2 = 1.36, P = 0.24).

Between-condition effects of acute exogenous ketone in-
gestion on blood glucose.

Effects of acute exogenous ketone ingestion on BHB. We
first pooled effect sizes of all 33 comparisons evaluating
exogenous ketone ingestion on average BHB compared with
a comparator arm (i.e., a between-condition analysis), which
yielded an overall effect estimate of MD = 1.98 mM (95%
CI: 1.52, 2.45 mM; P < 0.001) with very high hetero-
geneity (Cochran’s Q = 1760.87, I2 = 98.2%, P < 0.001)
(Figure 4A). Subgroup analysis evaluating the effects of
comparisons using a ketone monoester (MD = 2.65 mM;
95% CI: 2.23, 3.06 mM; P < 0.001) or a ketone salt
(MD = 0.48 mM; 95% CI: 0.15, 0.81 mM; P < 0.01)
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separately revealed a significantly greater effect estimate for
comparisons using a ketone monoester (χ1

2 = 76.18, P
< 0.001) (Table 2). Pooled effect estimates of the effect of
exogenous ketones on peak BHB (as opposed to averaged
BHB across the postsupplementation period) are presented
in Table 2 and Supplemental Figure 8A. Because of the
variety of different study designs (including different exercise
regimens, concomitant ingestion of nutrients, and/or re-
peated consumption of multiple doses of exogenous ketones),
no further time-based analysis was conducted.

Effects of acute exogenous ketone ingestion on blood glucose.
The pooled effect estimate of all 33 comparisons reporting
on the effect of exogenous ketone ingestion on average blood
glucose across the postsupplementation period compared
with a comparator arm was MD = –0.47 mM (95% CI: –0.57,
–0.36 mM; P < 0.001) with low heterogeneity (Cochran’s
Q = 29.74, I2 = 0.0%) that was not statistically significant
(P = 0.58), and a prediction interval from MD = −0.90 mM
to –0.04 mM (Figure 4B). These findings suggest a strong
and consistent glucose-lowering effect of exogenous ketones.
Given the low amount of overall heterogeneity, we did not
search for statistical outliers or overly influential studies,
and all following (subgroup and exploratory) analyses were
conducted with all studies included. To assess publication
bias, we visually inspected a contour-enhanced funnel plot
(Supplemental Figure 9), which revealed no strong evidence
for a small-study effect. Similarly, Egger’s regression test (β
= 0.04; 95% CI: –0.8, 0.88) was not statistically significant
(t = 0.094, P = 0.93). Pooled effect estimates of the effect of
ketone ingestion on the largest difference in blood glucose
between the ketone and comparator group (as opposed to
glucose averaged across time) are presented in Table 2 and
Supplemental Figure 8B.

Moderating factors of the found acute effect of exogenous
ketones on blood glucose. Despite the overall low hetero-
geneity in the main between-condition analysis of acute
exogenous ketone ingestion on blood glucose, we performed
a number of subgroup analyses to further evaluate the found
effect in the context of different outcomes (i.e., mean fasted
glucose following supplement consumption, mean nonfasted
glucose following supplement consumption, mean glucose
during an oral-glucose-tolerance test, mean glucose during a
mixed-meal tolerance test, mean glucose during infusion of
glucose tracers) (Supplemental Figure 10A), different study
populations (i.e., individuals at healthy body weight, with
overweight or obesity, or with prediabetes) (Supplemental
Figure 10B), differing durations that blood glucose was
assessed following consumption of the supplement (Sup-
plemental Figure 10C), and whether or not exercise was
performed as part of the study protocol (Supplemental Figure
10D). No statistically significant differences were found
between any of the subgroups. We also explored whether the
type of supplement (i.e., ketone monoester or salt) moderated
the found effect, which showed a significantly stronger
glucose-lowering effect in studies using ketone monoesters

(MD = –0.61 mM; 95% CI: –0.72, –0.51 mM; P < 0.001)
compared with ketone salts (MD = –0.24 mM; 95% CI: –0.37,
–0.10 mM; P < 0.01) (χ1

2 = 23.39, P < 0.001) (Table 2).

Interactive effects of supplement dosage, blood glucose,
blood BHB. To evaluate the effects of supplement dosage
(calculated as the “active ingredient” in each supplement per
kilogram of body weight) on the found effect of exogenous
ketone ingestion on blood glucose, we performed a meta-
regression with supplement dosage included as a continuous
moderator of the effect on blood glucose averaged across
the postsupplementation period (similar to the regression
performed above for the within-group effect). Supplement
dosage did not moderate the effect, irrespective of whether
only comparisons using a ketone monoester (P = 0.86)
or a ketone salt (P = 0.27) were included in the model,
whether all comparisons were evaluated jointly, or whether
the largest decrease in glucose (as opposed to average
glucose) was considered. There was a statistically significant
difference between subgroups comparing low [i.e., less than
the average dose of 562 mg·(kg body weight)–1] (MD = –
0.33 mM; 95% CI: –0.48, –0.19 mM; P < 0.001) to high
doses (MD = –0.63 mM; 95% CI: –0.81, –0.45 mM; P
< 0.001) of supplement when evaluated across all compar-
isons (χ1

2 = 7.70, P < 0.01), suggesting a greater decrease
in blood glucose in studies using higher doses. This was
supported by a significant difference between low and high
doses when evaluating the effect of supplement dosage on
largest difference in glucose (as opposed to glucose averaged
across time) (P < 0.01). In contrast, no difference was found
between subgroups when ketone monoesters and ketone salts
were examined separately for either average glucose or largest
difference in glucose.

We further evaluated whether supplement dosage would
moderate the effect of exogenous ketone ingestion on
blood BHB concentrations. Regression analysis suggested
that relative BHB dosage was not a statistically significant
predictor for average or peak BHB, irrespective of whether
studies evaluating ketone salts and ketone monoesters were
evaluated jointly or separately. However, the differences in
study-level average or peak blood BHB between treatment
arms were found to be statistically significant moderators of
the effect on average glucose and largest difference in glucose
(all P < 0.001) (Figure 5).

Because of the significant differences in blood glucose
between the intervention and comparator arms that would
act as a confounding variable, no further analysis on the effect
of exogenous ketones on insulin concentrations between
groups was conducted.

Effects of prolonged exogenous ketone supplementation on
blood glucose.
Because only 5 trials have evaluated the prolonged (i.e.,
for >1 d) effect of exogenous ketone supplementation on
blood glucose, the findings of these trials are summarized
in this narrative section and presented in Supplemental
Table 9. Of those trials, 3 trials compared the ketone
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FIGURE 5 Meta-regression using random-effects models including (A) the average increase across time in blood BHB (–0.17 mM; 95% CI:
–0.21, –0.12 mM; P < 0.001, R2 = 59.24%) or (B) the peak increase in blood BHB (–0.13 mM; 95% CI: –0.18, –0.08 mM; P < 0.001,
R2 = 48.18%) as potential predictors of the average decrease in blood glucose across time and (C) the average increase across time in
blood BHB (–0.16 mM; 95% CI: –0.22, –0.09 mM; P < 0.001, R2 = 42.45%) or (D) the peak increase in blood BHB (–0.14 mM; 95% CI: –0.20,
–0.08 mM; P < 0.001, R2 = 41.55%) as potential predictors of the maximal decrease in blood glucose. All analyses are conducted in a
between-condition manner (i.e., after ingestion of exogenous ketones compared with a comparator supplement). Each circle represents 1
comparison with its size corresponding to the weight attributed to it. The line represents the regression line, the shaded areas indicate
95% CIs. BHB, β-hydroxybutyrate.

supplement with a placebo comparator supplement, while
2 trials used a single-arm study design. Four trials used a
ketone monoester, and 1 trial used a ketone salt. Across the
5 trials, no differences in fasting glucose following a period
of exogenous ketone supplementation were found, but trials
assessing glucose via continuous or intermittent scanning
glucose monitoring found statistically significant decreases
in mean daily glucose during thrice-daily supplementation
with ketone monoesters, which was also reflected in sta-
tistically significant decreases in HbA1c in 2 studies and a
decrease in fructosamine in 1 study.

Adverse events with consumption of exogenous ketones.
An overview of reported adverse events (alongside additional
information on adherence and dropout) in each comparison
is presented in Supplemental Table 10. A total of 33 com-
parisons assessed and reported on adverse events, of which

16 (48.5%) reported no adverse events or no differences
between the intervention and the comparator groups. Of the
remaining comparisons, 15 reported gastrointestinal distress,
including bloating, abdominal pain, diarrhea, vomiting,
cramps, belching, flatulence, heartburn, urge to defecate,
reflux, stitch, upset stomach, nausea, loose stool, and upper
abdominal discomfort in the intervention group (with
symptom incidence ranging from following <1% of drinks
to 70% of participants experiencing symptoms). Additionally,
light-headedness, dizziness, migraine, and headache were
reported in 7 comparisons. A total of 3 participants across
all studies withdrew due to side effects related to ingesting
the exogenous ketone supplement. Of all comparisons using
a ketone salt and assessing adverse events, approximately
85% of comparisons reported adverse side effects, in con-
trast to approximately 40% comparisons using a ketone
monoester.
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Discussion
Overview of main findings
In this systematic review we provide a comprehensive eval-
uation of the available evidence on the effects of exogenous
ketone (monoester or salt) ingestion on blood glucose.
Our findings suggest that acute ingestion of an exogenous
ketone supplement increases blood BHB and decreases blood
glucose both when evaluating average or maximal changes
in blood glucose after compared with before consumption of
exogenous ketones, and when comparing average or maximal
changes in blood glucose after ingestion of exogenous
ketones compared with a comparator supplement. The
glucose-lowering effect in studies conducted in a fasted state
and the attenuation of postprandial increases in glucose in
studies conducted in a fed state were observed to last up
to at least 4 h. Overall, ketone monoesters increased blood
BHB approximately 5 times higher and lowered glucose
approximately 3 times more than ketone salts. A high degree
of heterogeneity was seen across all analyses, indicating
the need for further investigation of potential moderating
factors.

Moderating variables
The glucose-lowering effect of exogenous ketones appeared
across multiple settings (including in a fasted state, during a
mixed meal or oral-glucose-tolerance challenge, and during
exercise) and in different study populations. However, our
ability to draw conclusions on the moderating effect of
these study-specific factors was limited given the high
overall degree of heterogeneity and the potential for mutual
correlations and confounding effects thereof, and we were not
able to identify the sources of heterogeneity.

Despite high heterogeneity, we found a significantly
greater increase in blood BHB and a greater decrease in
blood glucose following ingestion of ketone monoesters com-
pared with ketone salts across all comparisons. Exploratory
analysis revealed peak blood BHB to occur between ∼30–
60 min following ketone monoester consumption, which
was mirrored by the greatest decrease in blood glucose at
∼60 min. Additionally, we found average and peak blood
BHB concentrations to moderate the study-level effect of
exogenous ketones on blood glucose, suggesting that studies
achieving higher blood BHB lead to a greater glucose-
lowering effect.

Potential mechanisms
Glucose-lowering effects of exogenous ketones are likely
the result of multiple mechanisms that might (inter)act
simultaneously. While we observed an overall increase in
insulin concentrations following consumption of exogenous
ketones across trials conducted in a fasted state, not all
studies have found this effect. In the presence of sub-
stimulatory glucose concentration, BHB stimulates the G-
protein–coupled receptors expressed on pancreatic β-cells,
which elevates intracellular cyclic adenosine monophosphate
(cAMP) and calcium, leading to accelerated exocytosis of

insulin (71, 72). Therefore, the glucose-lowering effect of
exogenous ketones, at least in individuals with preserved β-
cell function, could be related to increased insulin secretion
via direct stimulatory action by BHB (27, 73). However, the
effect of ketones does not appear to be fully mediated by an
increase in insulin secretion, as infusion of ketones in the
absence of insulin secretory function lowers blood glucose
as well (74).

The glucose-lowering effects of exogenous ketone inges-
tion may also be mediated through reduced nonesterified
fatty acid concentrations, as BHB can act through the
GPR109A (G-protein-coupled receptor 109A) (or HCAR2;
Hydroxycarboxylic acid receptor 2) receptor on adipocytes
to inhibit lipolysis (75, 76). Decreased nonesterified fatty acid
concentrations are associated with reduced gluconeogenesis
and hepatic glucose output (77), metabolic mechanisms
that align with the consistent glucose-lowering effect of
exogenous ketones seen in the studies with various designs
(i.e., ketone ingestion only, ketone ingestion combined with
nutrient ingestion, and ketone ingestion in conjunction
with exercise) reported in this meta-analysis. It is also
possible that reducing nonesterified fatty acids could im-
prove peripheral insulin sensitivity (78–80), which could
facilitate the acute glucose-lowering effects of exogenous
ketones (e.g., through increased glucose uptake by skeletal
muscle).

Other potential mechanisms whereby elevated BHB could
lower glucose include reducing circulating gluconeogenic
precursors such as l-alanine (60), altering incretin hormones
[e.g., glucose-dependent insulinotropic peptide (27)], or via
sympathetic nervous system modulation (47, 81). However,
it is clear that the underlying mechanisms of the observed
glucose-lowering effects of exogenous ketones have yet to be
fully elucidated.

We found the effects of exogenous ketones on blood
BHB and glucose to be relatively consistent across both
within-group (i.e., after compared with before ingestion
of ketones in a fasted state) and between-condition (i.e.,
after ingestion of ketones compared with a comparator
supplement across fasted and fed states) analyses. However,
it is important to note that different (yet likely interact-
ing) mechanisms may underlie the effect seen in different
metabolic contexts—that is, the immediate glucose-lowering
effect of exogenous ketones when consumed in a fasted
state may potentially be orchestrated by 1 primary set of
mechanisms (e.g., reduced hepatic glucose output), while the
attenuation of postprandial increases in glucose seen with
co-ingestion of nutrients alongside exogenous ketones or
exogenous ketones consumed in a fed state could potentially
be mediated by other mechanisms (e.g., increased insulin
sensitivity).

Future studies are needed to investigate exactly how
raising BHB decreases blood glucose across different pop-
ulations. In particular, the currently available literature on
longer-term supplementation with exogenous ketones is
limited, as is the evidence on ketone supplementation in pop-
ulations in whom lowering glucose may have clinical benefit
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(e.g., individuals with prediabetes or T2D). While the above-
mentioned mechanisms suggest an acute glucose-lowering
effect that may compound over time (and thereby lead
to decreased mean daily glucose and, eventually, HbA1c),
more research is needed to determine if supplementing
with exogenous ketones is a viable therapeutic option for
improving glycemic control.

Other limitations
The majority of evidence was obtained in acute, single-
dose studies conducted in controlled laboratory-based en-
vironments, and there was limited evidence on prolonged
supplementation with exogenous ketones, limiting our ability
to draw conclusions about longer-term or clinically rel-
evant effects. Of note, our study included only 2 types
of ketone supplements—namely, ketone salts and the (R)-
3-hydroxybutyl (R)-3-hydroxybutyrate ketone monoester.
In the future, other exogenous ketone supplements that
are currently under investigation in clinical studies (e.g.,
using different precursor molecules) may add to the evi-
dence base on how exogenous ketones affect blood glucose
(82).

Furthermore, many of the included studies may have had
potential for a conflict of interest (e.g., due to affiliation
of authors to the ketone industry or provision of ketone
supplement free of charge to study authors). While we have
assessed the potential for risk of bias to the best of our
abilities, we cannot exclude the possibility that results may
have been affected by this in some way.

Across analyses, we observed a large degree of het-
erogeneity alongside wide prediction intervals, except for
the between-condition analysis on the effects of exogenous
ketones on decreases in blood glucose. This suggests uncer-
tainty around the effect estimate, which could indicate that
certain populations may not experience the observed (BHB-
raising and glucose-lowering) effect.

Finally, while we aimed to provide a comprehensive
overview of the available literature and synthesize the avail-
able evidence in a (clinically and statistically) meaningful
way, our approach relies on a number of assumptions (as
outlined in the Methods section) that may influence the
results of our statistical analyses. The conducted sensitivity
analyses support the validity of our approach, but despite our
best efforts to minimize biases and transparently document
our statistical approach with its associated limitations, the
robustness against any underlying assumptions remains
unknown.

Conclusions
In conclusion, our findings show that exogenous ketone
supplements, in particular ketone monoesters, are a viable
method to acutely decrease blood glucose across a variety
of study settings. In light of the growing burden of T2D
and insulin resistance, these results provide promising
evidence on the potential therapeutic use of exogenous
ketones.
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